In comparison with a survey conducted in the same region in 1973-80, the number of ethnic Indian subcontinent patients with lymphadenitis due to M tuberculosis had dropped by 30% and the number of European patients had dropped by 43% and showed a continuing decline and a shift towards an older age group. By contrast, there was a 20% increase in the number of cases due to environmental mycobacteria.
The number of species causing such infections had increased and a greater proportion of patients were adults. Three patients infected by environmental mycobacteria were known to be HIV positive. in the same region and over the same period of time.8 Disease due to this species occurred in 47 patients with European names but lymphadenitis was rare, accounting for only two cases, one of which occurred in the period covered by this study.
Conclusions
The incidence and nature of lymphadenitis due to, or associated with, environmental mycobacteria in the period 1981-89 showed several differences from the period 1973-80. The incidence increased from 67 to 94 which, allowing for the extra year in the latter period, is a 20%
increase. In the period 1973-80, cases of lymphadenitis were due to five species: M aviumintracellulare, M scrofulaceum, M chelonae, M kansasii, and M xenopi. The number of isolations of these species in the period 1981-89 was very similar-the increase in the number of cases of lymphadenitis was due to species not encountered in the previous study, namely M malmoense, M fortuitum, M flavescens, and unidentified scotochromogens. The reason for the increased diversity of species is unknown but it is of note that there has been a general increase in the isolation rate of M malmoense, mostly from sputum, since the early 1980s.9
Two other noteworthy changes were seen in the epidemiology of lymphadenitis associated with environmental mycobacteria. First, with one exception, all isolations in the 1973-80 study were from cervical nodes, whereas in this study nine isolations were from other sites. Secondly, in the earlier study, only three of 59 patients (5-1%) of known age were adults (aged > 16), whereas in this study 24 of 83 patients (29%) were adults. It is usually stated that lymphadenopathy due to environmental mycobacteria is predominantly an infection ofchildren aged less than five years'0 but this statement now clearly needs to be modified. Indeed, just under half (41 of 83) of the patients of known age in this study were aged less than five years. The reason for the change in age distribution is unknown. One possibility is the increasing prevalence of HIV infection. Three of our adult patients were known to be HIV positive and all were infected with M avium-intracellulare which, apart from M tuberculosis, is the most frequently encountered HIV related mycobacterial pathogen. ' 1 The possibility that some of the other adult patients infected with this or other species were also infected with HIV cannot be excluded. hoped that better feelings will spring up with sounder information. There is much ignorance to be removed, and much prejudice to be overthrown before the rich will do justice to the poor, and the employer to the workman. Those who use glazed cards, for instance, little think how many palsied hands are due to the glaze which the manufacturers use. As little effort is made to substitute some wholesome material for common paint as if there were no such thing as painters' colic or the dropped hand. So also men are constantly breathing irritating fumes, and metallic particles, and poisonous air, with scarcely an attempt to get rid of them by ventilation or other efficient means. There is a general indifference on the part of the rich, and a corresponding recklessness on the part of the poor. A long time must elaspe before either party will learn the true economy of health, and become duly impressed with the duty and gain of preserving it. 
